Objective-To assess the management of swallowed coins in children and identify aspects that could be improved.
Introduction
Coins are the foreign bodies most commonly swallowed by children,' and the management of this problem is hampered by a lack of clear guidelines. The problem may confront the general practitioner, accident and emergency doctor, paediatrician, paediatric surgeon, or radiologist. Standard paediatric surgical textbooks recommend an initial radiograph of the whole oesophagus and abdomen, and, for coins that have passed beyond the cardia, an abdominal radiograph every five to seven days unless the object is recovered in the stools; surgical intervention is recommended if the object has failed to progress after four weeks. Australia. BMJ 1991; 302:1322-4 I cannot define an elephant but I know one when I see one.
The everyday practice of oncology and palliative care raises complex moral issues. Examples include: When should radical curative treatment be stopped -or rejected from the outset as an option? Do measures for the relief of symptoms shorten life? When should active drug treatments-for example, antibiotics and steroids-be stopped? (Similar questions can be asked about support of physiological systems: blood transfusion, ventilation, renal dialysis, intravenous hydration and nutrition.) What steps should be taken when food and drink can no longer be taken by mouth? How should we deal with differences of opinion about management arising among patient, family, and carers? What is the relation between euthanasia and palliative care? We propose to examine these questions in a framework that divides the therapeutic interaction into three phases or modes: curative, palliative, and terminal.
Risk-benefit analysis or the therapeutic ratio is widely used in pharmacology and oncology to describe the ratio of risk of unwanted side effects (treatment related toxicity, morbidity, or mortality) to desired effect. Without determining the therapeutic ratio well reasoned or informed clinical decisions cannot be made as most proposed actions will have both desired and unwanted outcomes.
The probability of expected effects or end points may be defined by either the doctor or the patient. There may well be congruence or disagreement between these points of view. Mitchell discussed this observer variation with regard to the prevention ofpostoperative pulmonary emboli, for which some studies had shown an improvement in the radiological end points, but the only question the patients were interested in was whether they would die of a pulmonary embolus. Curative, palliative, and terminal modes The curative mode is the phase of therapeutic intervention in the natural course of a disease in which cure or durable complete remission is a realistic expectation. Prolongation of life and survival are the aims, and a high rate of treatment related toxicity and morbidity, and even a low level of mortality, may be acceptable. Comfort is a secondary issue; when a comfort measure conflicts with survival the supremacy of survival is the dominant theme.
The palliative mode is a phase in the natural course of a disease in which curative treatment is not expected to prolong life. Alternatively, the gain in weeks or months that might reasonably be expected may be seen to be outweighed in quality or value by the intensity or duration of the treatment related toxicity, morbidity, or risk of mortality. Therapeutic endeavours or investigations are directed at the supremacy ofcomfort, symptom relief, and general wellbeing. The level of
